A limited number of studies have examined the 'miniaturization of community' model which is based on belief that 'new' individualistic, and narrower forms of social participation, do not promote generalized trust in others. Little is known about miniaturization of community and self-reported health, physical health and psychological health in Australia. Data from a 2009 computer-assistedtelephone-interview survey was used to investigate generalized trust, social participation and health-related quality of life in a regional Australian population (n ¼ 1273; mean age 51.2 years). Logistic regression analyses were performed to investigate the associations between generalized trust, social participation and poor self-reported health (global self-rated, psychological and physical), and included four social participation/trust categories. A majority (67%) reported high generalized trust of others, 54% were categorized as high social participators. Miniaturization of community was a risk factor for poor self-rated psychological health across genders, and a risk factor for poor self-rated health for males. For women, low social participation (irrespective of trust level) was associated with poor self-reported health. Given current and previous findings, there is a need for further research in a range of contexts which explores the underlying concept of miniaturization of community, that is, the changes in social participation and social networks which may negatively impact community health.
INTRODUCTION
The health of individuals and communities is associated with social capital. Social capital provides a framework for conceptualizing and measuring the social resources individuals can invest in and draw upon, to actively engage in and address their community problems (Eriksson, 2011) , and may explain a range of collective outcomes beyond that explained by aggregated individual health outcomes (Cullen and Whiteford, 2001) . Social capital research has rapidly expanded. With it has arisen much confusion due to a lack of consensus in definition, measurement and conceptualization (Winter, 2000; Macinko and Starfield, 2001; Stone, 2001; Moore et al., 2006; Eriksson, 2011) .
Social capital has various definitions which revolve around the elements of social networks (structural aspects) and social norms, reciprocity and trust (cognitive aspects), where 'cognitive social capital serves as the underlying base and foundation for structural social capital components, while the presence of structural components may serve to reinforce cognitive aspects' (Cullen and Whiteford, 2001) . Definitions vary according to the social level at which it is conceptualized and measured (Macinko and Starfield, 2001) . At the individual level where individuals benefit through access to social networks, social capital may refer to 'the capacity of individuals to command scarce resources by virtue of their membership in networks or broader social structures' [ (Portes, 1998) , p. 12], or as the 'aggregate of the actual or potential resources which are linked to possession of a durable network of more or less institutionalized relationships of mutual acquaintance and recognition' (Bourdieu, 1986) . At the community level, social capital refers to features of social organization that facilitate coordination and cooperation for mutual benefit (Putnam, 2000) .
In addition, the social networks may have formal or informal connections which build 'bonds' (tie people within already existing social networks together) or 'bridges' (increase communication between people or groups) in civic society (Woolcock and Deepa, 2000) . Formal networks (contacts within voluntary associations and between the general public and civil servants) which develop skills and provide access to support are considered vital to building social capital (Putnam et al., 1993) . Informal networks (contacts with neighbours, friends and family) provide sources of emotional support which are considered vital to sustaining social networks (Lin, 2001 ). Irrespective of differing (but overlapping) definitions, social capital is conceptualized as a resource to collective action (Winter, 2000) and is considered critical for the creation of a healthy civil society (Fukuyama, 1999) . High levels of social capital are associated with better social outcomes (Baron et al., 2000; Saegert et al., 2001) , well-being (Helliwell and Putnam, 2004) , health (Kawachi et al., 1999) , psychological health (Ziersch et al., 2009; Berry and Welsh, 2010) , physical health Ziersch et al., 2009) and physical activity .
Social participation and trust are the most common measures of social capital. Social participation and trust as individual proxy measures of social capital, are commonly aggregated to the community level, and as empirical concepts in themselves, are independent predictors of selfreported health (Giordano and Lindstrom, 2010) . Trust relates to the cognitive side of social capital and characterizes values and attitudes of individuals. Trust may be operationalized as 'personalized', 'localized' or 'generalized' trust in others (Stone, 2001) . Personalized and localized trust (which relates to bonding) lead to cooperation amongst familiar people and may only resolve relatively small-scale problems (Uslaner, 2002) , whereas generalized trust (which relates to bridging) is linked to social and economic efficiencies which can produce collective and individual benefits (Fukuyama, 1995) . Generalized trust in others is positively associated with self-reported health benefits (Barefoot Maynard et al., 1998; Kawachi et al., 1999; Subramanian et al., 2002; Nummela et al., 2009) . In Australia, generalized trust levels have remained relatively stable since the 1980's (Leigh, 2010) . Just over half (54%) of Australian adults believe most people can be trusted with similar rates found across gender and age (ABS, 2007a,b) .
Like trust, social participation is associated with self-reported physical and mental health (Baum et al., 2000; Savage, Bailey et al., 2003; Lindstrom et al., 2004) . Variation in social participation is associated with age, gender and type of social activity. Recent reports show that Australians' participation in volunteer work and online social networking have increased (ABS, 2011) . However, participation in more traditional activities such as sport and physical recreation (ABS, 2011); religious activities (ABS, 2004; Leigh, 2010) and hobby activities (ABS, 1997; ABS, 2007a,b) have declined. In Australia, participation in cultural events/activities has remained relatively constant and high (ABS, 2011) . Many Western countries report declines in participation in social participation, and it is suggested this decline may be reflective of a change in the characteristics of social networks, rather than the engagement in social activities per se. In current societies, individuals may be less likely to participate in the more traditional forms of social activities (religious events, unions, political parties) (Leigh, 2010) , but more likely to participate in activities based on more ideologically narrowly defined single issue movements and social groups (such as social participation on the internet) (Putnam, 2000) .
Social participation and trust are most commonly considered mutually dependent (high social participation tends to increase trust levels and high trust leads to an increase in social participation) (Coleman, 1990; Putnam, 2000) . However, recent studies, which have examined social participation and trust in combination, have reported findings in opposition to this conventional wisdom (Lindstrom, 2004a,b; Johnell et al., 2006) . These studies are centred on the Social participation and trust, and association with health status 609 'miniaturization of community' concept introduced and developed by Fukuyama and offer an alternative that may assist in increasing our understanding of the contextual effects on health (Johnell et al., 2006) .
Miniaturization of community (Fukuyama, 1999) emphasizes that at the individual and community levels, high levels of social participation and low levels of trust are thought to co-exist, and may lead to social disorder and poorer health. Fundamental to this concept is the idea that people who live in areas which have high levels of social participation and low trust (miniaturization of community) may additionally have poorer health, regardless of their personal social participation and trust levels. In addition, the 'new' social networks which are more individualistic, may lead to a decline in levels of trust (Putnam, 2000) because individuals build more bonds (versus bridges) in their social networks, and share less with others outside their radius of trust (Woolcock and Deepa, 2000) , resulting in a 'miniaturization of community' (Fukuyama, 1999) .
As an extension of the traditional concept of social capital, the miniaturization of community 'model' proposed by Lindstrom (Lindstrom, 2004a,b) , includes the measureable components of social capital (social participation and trust) which theoretically exist in four different combinations. High social participation and high trust characterize a group with high social capital; low social participation and low trust reflect a group with low social capital; high social participation and low trust typifies the 'miniaturization of community' group; and low social participation and high trust characterize a group Lindstrom refers to as 'traditionalists'. The limited number of studies which have tested Fukuyama's ideas, and the miniaturization of community model, have found that miniaturization of community groups report poorer global health and psychological health (Lindstrom, 2004a,b) , increased alcohol consumption (Lindstrom, 2005) , drug consumption (Johnell et al., 2006) , cigarette smoking (Lindstrom, 2003) and cannabis smoking (Lindstrom, 2004a,b) . Although considered a plausible phenomenon in countries where there is evidence of declining trust (Uslaner, 2002) , little is known of the existence of miniaturization in countries outside Scandinavia, including in Australia where levels of trust are relatively stable.
In a first attempt to test this assumption empirically against a backdrop of current socialization trends in Australia and worldwide, this study follows recent research examining social participation and trust in combination with each other. The aim of this study was to apply Lindstrom's model of miniaturization of community to investigate trust and social participation in a regional Australian population and the effects of different combinations of these two social capital indicators on self-reported health indicators (general health, physical health and psychological health).
METHODS

Study population
This study examined data from the 2009 Central Queensland Social Survey conducted by the Population Research Laboratory at Central Queensland University Australia. The representative sample (n ¼ 1273) was drawn from a telephone database of three regional council areas of Central Queensland using a computer programme to select, with replacement, a simple random sample of phone numbers. Within each household, one eligible person (aged 18 years or older; living in a dwelling unit in Central Queensland; contactable by direct-dial, landbased telephone service) was selected (on the basis of gender) as the respondent for interview. The mean age of respondents was 51.2 years (range: 18-89 years), and equal proportions of females and males completed the study. The computer-assisted-telephone-interview survey received the approval by the Human Ethics Research Review Panel at Central Queensland University before administration to the general public. The omnibus style survey instrument included a standardized introduction, demographic questions and questions that assessed participation in social activities, generalized trust and health-related quality of life (healthy days).
Measures
Generalized trust
To measure generalized trust, participants were asked to what extent they agree with the statement 'most people can be trusted'. The four response options ('totally agree', 'agree', 'disagree' and 'totally disagree') were dichotomized as low trust (disagree/totally disagree) and high trust (agree/totally agree). As this study follows the methods used in previous miniaturization of community studies, which focus on the measures of social participation and trust, reciprocity was not measured in this study.
Social participation
Frequency of participation in social free-time activities during the last 12 months was measured by six items which asked respondents how often '. . .have you taken part in any hobby activities? For example, singing in a choir, art classes, playing music etc'; ' . . . have you attended cultural or religious events? For example, exhibitions, museums, theatre, concerts, church services or events'; ' . . . have you participated in any community special interest groups or volunteer work? For example, fund-raising, helping with Meals on Wheels, Lions or Rotary etc'; ' . . . have you undertaken any study or self-development? For example, continuing education or courses completed outside of your normal work time'; ' . . . have you used online (internet)-based social networking sites such as Facebook, MySpace, Flickr, Twitter?'. Six response options ranged from everyday (1) to never (6) and was measured as a 6-item index of the above items, and dichotomized as those representing high or low social participation. The cut-off point in the sum index was the mean. In this study, we included the activity 'online social networking' in addition to the five social participation activities used by Nummela et al. (2008) . This inclusion was made in response to recent increases in online social networking as a social activity in Australian populations, and the equivocal evidence for an association between the internet and/or online social networking and social capital (Nie, 2001; Wellman et al., 2001) . In accordance with the model by Lindstrom (Lindstrom, 2004a,b) , four combinations of social participation and trust were created.
Age groups
Respondents were categorized into one of four age groups (18 -34, 35-44, 45 -55 and 55þ years) , based on their self-reported age on their last birthday.
Country of origin
For countries of origin, all persons born in countries other than Australia, were grouped into a single category (other country) and all persons born in Australia, were grouped into the category 'Australia'.
Education
Respondents provided information regarding their highest level of education (complete or incomplete). Data were categorized into four groups representing their number of years spent in education: 1 -10, 11 -12, 13-14 and 15þ years.
Self-reported health
Three questions with demonstrated validity and reliability for population health surveillance (Moriarty et al., 2003; Mielenz et al., 2006) from the Healthy Days Core Module (CDC HRQoL-4) (CDC, 2000) were used to assess self-reported health (global self-rated health, physical unhealthy days and psychological unhealthy days). For self-reported health, respondents were asked to rate their health on a scale from excellent to poor. Data were dichotomized as either good (excellent/very good/good health) or poor (fair/poor). For physical and psychological unhealthy days, respondents were asked 'how many days during the past 30 days was your physical health (includes physical illness and injury) not good?' and 'how many days during the past 30 days was your psychological health (includes stress, depression, problems with emotions) not good?' For each variable ( physical health, psychological health) data were dichotomized in terms of frequency in the previous 30 days (0 -13; 14 -30 days).
Statistics
Statistical analyses were conducted in 2010 using PASW Statistics 18.0 for Windows (SPSS Inc., Chicago). Descriptive statistics (%) were stratified by gender and calculated for all variables included in the study (Table 1) . Logistic regression analyses (by gender) of low generalized trust and social participation (Table 2 ) and self-reported health, number of physical unhealthy days and number of psychological unhealthy days (Tables 3 and 4) are presented as odds ratios and 95% confidence intervals. Logistic regression analyses (adjusted Social participation and trust, and association with health status 611 for age, country of origin, and education) of self-reported health and psychological unhealthy days were also performed to investigate the four social participation/generalized trust categories (Table 5 ). Table 1 shows that similar proportions of men (32.8%) and women (34.0%) reported low selfgeneralized trust of others. Differences existed between men and women in self-reported social participation, with significantly more men participating in hobby activities than women ( p ¼ 0.001). Significantly more women participated in cultural or religious events ( p ¼ 0.0001), community groups/volunteer work ( p ¼ 0.001), and online social networking ( p ¼ 0.003) than men. Similar proportions of men and women participated in organized sport/physical recreation, and study or self-development activities. The proportion with low social participation was significantly higher ( p ¼ 0.0001) among men (50.2%) than among women (42.1%). Gender differences also existed in the different combinations of social participation and trust with higher proportions of women (40.5%) than men (34.5%) in the high social capital group, and higher proportions of men (32.8%) than women (25.5) in the traditional group. Similar proportions of both men and women were found in the miniaturization and low social capital groups (see Table 1 ). Similar proportions of men and women were seen across all age groups and 40% of the total sample were 55 years or older.
RESULTS
A majority of both men (87.6%) and women (88.2%) were born in Australia. More women (35%) than men (29.3%) had low levels of education (1-10 years) and more men (34.5%) than women (26.4%) had 15 or more years of education. The proportion of men (19.6%) with poor self-reported health was greater than women (16.1%), the proportion who reported 14-30 physical unhealthy days was higher among women (13.3%) than men (9.4%), and the proportion who reported 14-30 psychological unhealthy days was higher among women (13.5%) than men (8.7%). Table 2 shows the proportions for low generalized trust are highest in the youngest age group (18-35 years) and the proportions with low social participation are highest in the oldest 
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Social participation and trust, and association with health status 613 age group (55 years and older). The proportions with low trust were highest in men born overseas or with low education levels, and in women born in Australia or with 12 or less years of education. The proportions with low social participation were highest in men and women with low education levels. The associations between age and low trust and low social participation show that low trust was less likely in women aged 55 years and older, and low social participation was more likely in men aged 35 years and older, and women aged 55 years and older. The associations between education and low trust and low social participation show that low trust was less likely in men with more than 12 years of education, and low social participation was less likely in men with more than 10 years of education and women with more than 12 years of education. Tables 3 and 4 show poor self-reported health was more likely in men aged 45 years and older, women aged 35 years and older, men with low generalized trust and women with low social participation. Poor self-reported health was less likely in men with more than 12 years of education and women with 15 or more years of education. Men who reported 14-30 psychological unhealthy days were less likely aged 55 years and older, but more likely born overseas or with low generalized trust. Women who reported 14-30 psychological unhealthy days were more likely to have low generalized trust. Men who reported 14-30 physical unhealthy days were more likely aged 45 years and older, or born overseas, and less likely to have more than 12 years of education. No associations were seen for the number of physically unhealthy days for women. Males with poor self-reported health were more likely in the 
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614 S. L. Williams and K. Ronan miniaturization or low social capital groups, and women with poor self-reported health were more likely in the traditional or low social capital groups. Men and women who reported 14-30 psychological unhealthy days were more likely in the miniaturization group. No associations were found for physical unhealthy days. Table 5 shows gender differences for age adjusted and multivariate analysis of poor selfreported health, poor psychological health and poor physical health. Among men, the odds ratios of poor self-reported health and poor psychological health are significantly higher for the miniaturization group. Among women the odds ratios of poor self-reported health are significantly higher for the traditional and low social capital groups, and the odds ratios of poor psychological health are significantly higher in the miniaturization group.
DISCUSSION
Compared with national reports (ABS, 2007a,b), we found higher levels of generalized trust in this regional sample of Australians. This increase may be indicative of a continued upward trend for generalized trust in Australia over the last decade (Leigh, 2010) or a reflection of regional differences in this study population (Onyx and Bullen, 2001 ). Similar to other 'miniaturization' studies conducted in Scandinavian populations (Lindstrom, 2004a,b; Lindstrom et al., 2004; Johnell et al., 2006; Nummela et al., 2008) , we found higher trust more common in older age groups and higher social participation, and lower trust, more common in younger age groups. These findings may reflect an increased trend for younger groups to 'miniaturize' their communities, including in Scandinavia and Australia. Our findings for better health and psychological health status in the high social participation and high trust group were also similar to previous studies in Scandinavia and Australia (Berry and Welsh, 2010) , highlighting the synergistic benefits of high trust and high social participation, which confer the most protective benefits for selfreported health and psychological health status. An anomalous set of findings in an Australian context were our findings that showed that the combination of low social participation and low trust was protective for men's self-reported psychological health, and for women, social participation conferred protective benefits on selfreported health status, regardless of trust level. In relation to the role of miniaturization of community for health, our findings across genders indicate that this combination of high social participation and low trust confers significant risk to psychological health status, and for men an additional increased risk for poor selfreported health. What emerges here is not a clean or simple picture and underscores the value of this research and the need for further research to increase its sophistication. It also speaks for what appears to be emergent issues linked to different patterns of socialization and their impacts on generalized trust and health and, ultimately, their impacts on the fabric of a community (Fukuyama, 1999) . Similar to a previous miniaturization of community study (Lindstrom, 2003) , upon further analysis of social participation rates, we found differences between the high participation categories: the high social capital group, compared with the miniaturization of the community group) had a marginally higher prevalence of participation in sports (39.6 vs. 34.0%); cultural/religious activities (26.1 vs. 19.4%) and community/volunteering (29.1 vs. 25.7%); and the miniaturization of community group had a marginally higher prevalence of participation in hobbies (57.8 vs. 52.8%), study/self-development (27.2 vs. 24.5%) and social networking (38.2 vs. 31.7%). These findings lend support to belief that whilst participation in informal networks may help sustain social networks, narrower (more individualistic) forms of social participation may well promote Table 5 : Age adjusted and multivariate odds ratios (OR) and 95% confidence intervals (95% CI) of the combinations high social participation (high sp)/(high trust), high social participation (high sp.)/low trust, low social participation (low sp.)/high trust, and low social participation (low sp.)/low trust. 616 S. L. Williams and K. Ronan bonding within smaller circles and a resultant reduction in generalized trust of others. Alternatively, these findings may reflect the reduced ability, capability or inclination that individual's with poor health, including psychological health, have in participating in formal networks and/or broader social activities. Future research would benefit from prospective designs that explore in greater depth the characteristics of social networks (type, size, location, structure and relations) (Stone, 2001) , and the conditions under which participation in these networks and activities occur. Our findings [like those of (Lindstrom, 2004a,b) ] are in opposition to the conventional belief that social participation and trust are mutually dependent. In contrast to Lindstrom who found a substantial minority (41%) categorized in the high social capital group, our study found only 29% of participants similarly categorized. Although we found the same overall rate of low social capital ( 15%), we found a much higher rate for the traditional category (35%) compared with Lindstrom's study (15%). Lindstrom also reported a higher rate (27%) of the miniaturization of community category than our finding of 17%. Age differences between our study sample (65% were 45þ years) and Lindstrom's (40% were 45þ years) are a likely explanation for these differences, with this possibility strengthened by a Scandinavian study (Nummela et al., 2008) of older adults, which found that older age groups tend more towards the traditional versus the miniaturization of community category. These age-related findings may be reflective of the higher levels of disease and physical inactivity associated with aging, and although older people may have lower social participation, their trust remains high. One implication of these convergent findings is that research with younger cohorts is necessary to assess socialization trends in youth and younger adults.
Despite findings as an apparent function of age across studies, age differences alone do not explain the discrepancies between health, psychological health status and social participation/ trust groups. In this study, poor self-reported psychological health status was linked to the miniaturization category for both men and women, with both odds ratios (OR's) being significant when adjusted for age and education. Men in the low social participation/low trust (low social capital) category had the best selfreported psychological health status, and men in the high social participation/low trust (miniaturization) category had the worst. These findings are in contrast to those by Lindstrom (Lindstrom, 2004a,b) , who found both women and men in the high social participation/high trust (high social capital) category reported the best psychological health and the low social participation/low trust (low social capital) category reported the worst. In contrast, women in this study fit a 'high social participation/high trust is best' profile. In addition, the low social participation/low trust category for women, in contrast to the finding for men, did not produce any anomalous findings from previous research (Berry and Welsh, 2010) . However, for both genders, the miniaturization of community category was associated with highest risk for poor self-reported psychological health.
In terms of self-reported health status, more profound differences between genders emerged in this study compared with those reported in previous studies. For women, high social participation, regardless of level of trust, was protective; low social participation increased risk. For men, the only category to produce significant risk was the miniaturization category. Although age may be a primary factor underpinning some differences between studies, it is worth noting that the Nummela et al. (2008) findings in the oldest of the miniaturization cohorts studied to date mirrored Lindstrom's findings in the youngest cohort to date. Thus, as suggested previously, given a picture that is not simple or clean, future research is necessary to assess discrepancies across studies.
Strengths and limitations
We acknowledge several limitations and strengths of this population-based cross-sectional CATI study. The main limitations include selfreport on a limited number of items and data collection being limited to one discrete point in time. The use of a single, one-dimensional measure of generalized trust and lack of reciprocity measures, may limit contextualization of trust in this study population and the formulation of our trust question may have contributed to the higher rates of trust in this study population (Stone, 2001) . Self-report has its limitations including social desirability effects, faking bad/ faking good and other problems. In addition, links established between variables are not Social participation and trust, and association with health status 617 prospective and thus need to be taken with some caution. On the other hand, cross-sectional studies can be valuable lower cost first steps (Bowling and Ebrahim, 2005) in an emergent area such as the current one that is starting to address the effects of the coupling of social participation with generalized trust in others. Future research, both cross-sectional and prospective, might focus on some of the issues following, which need to be explored or clarified.
Our study highlights the need for future research to assess discrepancies and clarify some of the questions raised by our study. These include why the combination of low social participation and low trust is a robust risk factor across genders and different age cohorts in Sweden and Finland, whereas it is protective for men's psychological health and physical health in Australia?; why in Australia is 'miniaturization' a risk factor for poor psychological health outcomes across genders but, for self-rated health, a risk factor for men only?; why is 'miniaturization' for women a risk factor for poor psychological health status, whereas it becomes more protective in relation to health outcomes?; is social participation, regardless of trust level, more critical for women's health than for men?; is generalized trust (and perhaps bridging networks) more important for men, albeit not all men?; what is it about 'miniaturization' that confers increased risks for men and what is it about low social participation and low trust that appears to confer some protective benefits?
SUMMARY AND FUTURE DIRECTIONS
Future research should focus on confirming and identifying reasons for discrepancies between studies and determine whether they are based on national/cultural differences, gender differences, age-related differences or other variables (e.g. different conceptualizations of social participation and generalized trust across studies and within participant groups). The authors speculate that the differences across countries may be a result of the manner in which social participation and trust are considered and 'lived.' For example, and anecdotally, a common idea in the regional area that comprises the current study-replete with coal and others mines, farming and similar industries in an area of vast space in between communities where men in particular may travel large distances between work and home-is the idea of being able to 'fend for oneself'. The social geography in which communities live, may be the critical factor and more research is needed to clarify the degree to which 'lifestyle' impacts the equilibrium between bonding and bridging, compared with other associated 'lifestyle' behaviours which contribute to health and wellbeing. This understanding may help in better understanding some of our findings including explanation for the protective effects of the low social capital category for men.
In contrast, and perhaps as part of reciprocal relationship themes, if low social participation has value for men, then women in contrast might have a tendency to seek balance through increased participation in informal and formal networks, with increased social participation then conferring health benefits. Future research might assess these and other possibilities as it examines whether future cohorts produce similar profiles and cross-national differences. A testable hypothesis in relation to current findings and in consideration for the impact of 'place' on social participation and trust, might be that in couples where the male is more often fending for himself, an expectation may be that the female partner has higher levels of social participation and networks to balance against her partner's tendency. Alternatively, higher levels of social participation and trust in Scandinavian countries, including Finland, have been noted to be 'quite prevalent', perhaps part of cultural norms. In our study, high levels of trust were reported (compared with Lindstrom and current Australian evidence) but there was noticeably less social participation compared with Scandinavian and other Australian reports. Whether such differences are based on age differences or national/regional differences is also a matter for future research.
Within Australia itself, research has found key regional (Onyx and Bullen, 2001; Stone and Hughes, 2001 ) and cultural differences (Berry, 2009) for social capital indicators. For example, for Indigenous Australians living in a coastal community, political participation is a risk factor for psychological health difficulties whereas this is not the case for Australian's living elsewhere (Berry, 2009) . As found in this and previous studies, with the combination of high social participation and low trust, as a risk factor of poor psychological health, perhaps political participation (and greater bonding) in more rural areas gives rise to the 'moral individualism and consequent miniaturization of community' as contended by Fukuyama (Fukuyama, 1999) .
With 'miniaturization' found to be a risk factor for poorer psychological health status in different parts of the world, future research can begin replication studies with additional questions designed to explore the nature of this risk in more detail. Further examination of the changes in social participation activities in different cohorts and contexts will be important for informing community-level interventions designed to help increase social participation, trust and, importantly, public health. Importantly, developing testable hypotheses based on social geographical differences and similarities may help in particular to move this research area forward. As this study suggests, differences within a regional cohort are worth examining in relation to more urban contexts within and across countries. Given differences found here between an Australian sample and Scandinavian samples, differences suggested via separate study findings might be looked at as part of the same study in the future to eliminate various threats to internal validity (e.g. history, maturation/cohort). This research should include a focus on precursors and mediators that can create social participation pathways, including those that are health promotion related, within a community-level support and intervention framework.
